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By the end of this course you wiill...
...know the basics of OA-HIPP

...understand the eligibility criteria

...be able to complete the appropriate forms
...be familiar with enrollment incentives
...learn how to become a new enrollment site

...be certified as an OA-HIPP Enrollment Worker







What Is OA-HIPP?




What Is OA-HIPP?

* Formerly known as CARE/HIPP

* Premium payment program for people
who have comprehensive health Ty
insurance coverage that includes a /

prescription drug benefit. " ‘J

ol

* OA also pays drug co-pays and
deductible for individuals also enrolled
in ADAP




What Is OA-HIPP?

For people who are about to
lose or cannot afford to pay for
their COBRA coverage

Also for people who don’t have
insurance but acquire a quote

Payments are made directly to
the insurance company each
quarter

Eligibility requirements have
been expanded to allow more
people on the program




Eligibility Requlrements

* Must be a California resident

* Client cannot be enrolled in
Medi-Cal or Medicare

* Must have an HIV or AIDS
diagnosis
* No longer have to be disabled

* Individuals without insurance
may apply

* Individuals with employer pald
insurance are not eligible




Eligibility Requirements

» AGI must not exceed $50,000
* No Asset limit
* Must include tax return or all sources of income

* Must include spouse’s or domestic partner’s income if
client’s income exceeds $50,000
* Consider 50% of combined spouse’s and individual’s income
when assessing income eligibility




Eligibility Requirements

For clients with insurance

* Monthly premium limits for OA-HIPP:
* Non-ADAP Clients: S1,337
» ADAP Clients: S1,938

 Partial payment of OA-HIPP premiums

* Clients can pay the balance of premiums that exceed
the program limits




Eligibility Requirements

For clients without insurance for 6 or more
months but with an insurance quote

* Consider PCIP eligibility

* Monthly premium limits for OA-PCIP:

* Non-ADAP Clients: Actual monthly PCIP premium
(based upon their age and location)

e ADAP Clients: Actual monthly PCIP premium (based
upon their age and location) plus $424




Eligibility Requirements

* Clients can remain on the program as long as the
services are needed and they continue to meet all
eligibility requirements




Recertification

* Re-certification or re-enrollment required every six
months after initial “syncing” of cycle




Syncing Recertification

* When re-certification/re-enrollment cycle starts
depends upon:

1. Month client originally enrolled

2. Client’s birthday month




* Re-enroll during birthdate month
* Re-certify six months after birthdate month




Birthday Month Matters
RS '“ )

* Cycle 1
* |Initially enroll during birthday month

* Cycle 2

* Birthday month occurs 2 to 6 months after initial
enrollment

* Cycle 3

* Birthday month occurs 7 to 12 months after initial
enrollment




Cycle 1

* Client enrolls during birthday month
* Re-certify six months after each birthday
* Re-enroll during every birthday month




Cycle 1 Example

Initial Enrollment Month January Birthday Month January

L Re-Certification July

Re-Enrollment January

‘ L Re-Certification Jully
N A LRe-EnrolIment January
e “h o L Etc. Etc. Etc.




Cycle 2

* |f birthday month occurs 2 — 6 months following
initial enrollment

* First re-certification during next birthday month
* Re-certify six months following every birthday month

* Re-enroll during the second birthday month following
initial enrollment and every birthday month thereafter

ecgy/




Cycle 2 Example

Initial Enrollment Month January Birthday Month April

) Re-Certification April /

) Re-Re-Certification October

=) Re-Enrollment April

“am)Re-Certification Octobe

D Etc. Etc. Etc.




Cycle 3

* |f birthday month occurs 7 to 12 months following
initial enrollment

* Re-enroll during every birthday month
* Re-certify six months after each birthday
 Similar to Cycle 1 but...




Cycle 3 Example

Initial Enrollment Month January Birthday Month Septemiber

= Re-Enrollment September /

&) Re-Certification March

=) Re-Enrollment September

&) Re-Certification March

D Etc. Etc. Etc.
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Introduction to OA-HIPP

* What is OA-HIPP?

* Eligibility Requirements

* Application Requirements
* Forms




Clients already enrolled in ADAP will
be required to submit fewer forms

Recertification will require fewer
forms than initial enrollment and
annual re-enrollment

All supporting documentation must
be included to process application




Checklist

OA-HIPP CHECKLIST

The Office of AIDS Health Insurance Premium Payment (OA-HIPP) program will pay private health insurance
premiums for individuals that meet the following requirements:

Must be a California resident;

Must be at least 18 years old;

Must have an HIVIAIDS diagnesis;

Must have an income not to exceed $50.000: and

Must not be enrolled in Medicare or Medi-Cal.
If you meet the program requirements and would like to enroll in OA-HIPP, please complete the following forms
that apply completely and accurately. Applications will not be processed until all forms and documentation are
provided.

Determine ADAP co-enrollment status With ADAP | Withi ADAP

Determine if this is the OA-HIPP initial/annual enroliment or Recert
recertification

1. OA-HIPPApplication | x [ x [ x | x |

ID Verification, submit a copy of one of the following:

Driver's License, State 1D, School 1D, Military ID, Passport, Permanent Residence Card,
Work Permit, Photo identification document issued by a foreign government, or
Immigration Card. If no other f0m1 of photo |D - Birth Certificate or letter from the

California Residency Verifi catlon submit a copy of one of the following:

Utility Bill (electricity, water, gas, cable), Lease Agreement, Rent Receipt, Mortgage
Statement, Voter's Registration, Vehicle Registration, W-2,1099 Tax Form, or Support
Verification Affidavit

Health Insurance Verification:

Insurance Estimate Letter, or Billing Statement (which includes Payee name, Federal
Tax ID Number, premium payment address, monthly insurance premium, and effective
dates), and documentation confirming prescription drug coverage (one-time)

(If dental and vision coverage is through a different payee submit another OA-HIPP
application to include dental and vision payee information)

HIV/AIDS Diagnesis Verification, submit one of the following:

Lab results with HIV/AIDS Diagnosis, Diagnosis Form, or a clinic specific letter of

Income Verification, submit the Financial Eligibility Form and the following
income documentation that apply:
rnia State tax Retumn, Federal Income Tax retumn, W-2 or 1098 tax form, Pay Stub
(3 current consecutive months) Bank Statement (3 current consecutive months that
must clearly state income source), Benefit Receipt or Check Stub, Disability Award
ort Affidavit, or Sell-Employment Affidavit

Public Assistance Screening Form and supporting documentation x [ ]
Insurance Assistance Section Consent Form —-—-

3 Client Report Form
Please submit the completed forms and supporting documentation to:
Insurance Assistance Section
California Depariment of Public Health
P.O. Box 997426, MS 7704
Sacramento, 95899-7426

O fax to (916) 449-5860




Checklist

Summarizes all program requirements:

The Office of AIDS Health Insurance Premium Payment ({OA-HIPP) program will pay private health insurance \
premiums for individuals that meet the following requirements:

Must be a Califomia resident;

Must be at least 18 years old;

Must have an HIVIAIDS diagnosis;

Must have an income not to exceed $50.000; and

Must not be enrolled in Medicare or Medi-Cal.
If you meet the program requirements and would like to enroll in OA-HIPP, please complete the following forms
that apply completely and accurately. Applications will not be processed until all forms and documentation are
‘1 O I




CheckKlis

Gives examples of types of supplemental documentation
that can submitted to fulfill program requirements

[fBetermine ADAP co-enrollment status With ADAP | Without ADAP %
Determine if this is the OA-HIPP initial/annual enroliment or
recertification

1. OA-HIPP Application | x [ x|

ID Venﬁcatlon submit a copy of one of the followmg
litary 10

‘Work F'errmt, F'hotu |de-nt|ﬁcal|0n document issued by a foreqqn government, or
Immigration Card. If no other form of photo ID - Birth Certificate or letter from the

California Residency Verifi catlon submit a copy of one of the following:

Utility Bill (electricity, water, gas, cable), Lease Agreement, Rent Receipt, Mortgage

Statement, Voters Registration, Vehicle Registration, W-2,1099 Tax Form, or Support

Verification Affidavit

Health Insurance Verification:

Insurance Estimate Letter, or Billing Statement (which includes Payee name, Federal

Tax ID Number, premium payment address, monthly insurance premium, and effective

dates), and documentation confirming prescription drug coverage (one-time)

(If dental and vision coverage is through a different payee submit another OA-HIPP

application to include dental and vision payee information)

HIVIAIDS Diagnosis Verification, submit one of the following:

Lab results with HIV/AIDS Diagnosis, Diagnosis Form, or a clinic specific letter of

diagnosis

Income Verification, submit the Financial Eligibility Form and the following

income documentation that apply:

California State tax Retum, Federal Income Tax return, W-2 or 1099 tax form, Pay Stub

(3 current consecutive months), Bank Statement (3 current consecutive months that
clearly state income source), Benefit Receipt or Check Stub, Disability Award
Support Affidavit, or Self-Employment Affidavit

Public Assistance Screening Form and supporting documentation

Insurance Assistance Section Consent Form — --
3. Client Report Form [ x [ [ x [ ]

Not meant to be exhaustive, please refer to guidelines

e Other forms of documentation not listed may suffice to meet
program requirements




Introduction to OA-HIPP

* What is OA-HIPP?

* Eligibility Requirements

* Application Requirements
* Forms




1.
2.
3.
4.
5.
6.
/.
3.

Program Application
Diagnosis Form

Financial Eligibility Form
Support Verification Affidavit

Self-Employment Affidavit

Public Assistance Screening Form

Insurance Assistance Consent Form
Client Report Form




te of Caifornia - Heath and Human Sendces Agency

OA-HIPP PROGRAM APPLICATION

Home Address (Number, Strest, Apt &) [&

Mailing Address (if different than home) City

IMPORTANT: Please note that the information on this form is in accordance with the Ryan White HIV/AIDS Treatment and
Mode tion Act of 2009 and is required by the Califomia Department of Public Health {CDPH), Office of AIDS (OA)
ance Assistance Section (| . The information may sed to contac rance companies, employers, pro
health care services, and county age: o determine the extent of available health insurance. Failure to provide the
mandatory information may result in the application not being pro: d. You h; the right to review the information
maintained by COPH un empt by law. To access the information con DPH Insurance Assistance
Section, MS 7704, P.O. Box 997428, Sacramento, CA 95899-74. or by phone at (800) 367 7.
AUTHORIZATION TO OBTAIN INFORMATION: Pursuant to Code Section 1798.24(b), | authorize the release of
information to the COPH with regards to health insurance premiums and benefits i ng to
alcohol, drug abuse, psychiatric treatment, and HIV test resulis or treatment. | payment of refunds to CDPH for
premiums paid by OA's health insurance assistance program. This autho ion is valid for two years from the date signed.
DECLARATION: | agree to re-enroll annually and re-cerfify as req d by the OA-HIPP Program. | agree to inform O,
any changes to my health insurance premiums or eligibility requirements for the program as soon ag | am aware of th
E . | certify that the answers | have given in this application and the documents provided are true and correct to the best
owledge. | understand that failure to provide accurate information may It in termination of insurance premium

STATE OF CALIFORNIA USE ONLY - AUTHORIZATION TO PAY PREMIUM

S
to

n the amount, and to payee indicated above.

Authorized Signature




1. Program Application

Basic Client information Current Health information
* Name, Address, SSN etc. * Provider, ID, etc.

OA-HIPP PROGRAM APPLICATION

OYES O NO

Mothe aiden Name
Mailing Address (if different than home) -

o [Nun-lb'-:rl StrEEt‘ Apt #:I
I

Telephone Mumber (Home)
>

= O Mo If no, number of months

Yes O No

i ] Member D Number Policy NMumber
yee Mame Premium Amount
H Monthly

ate




2. Diagnosis Form

State of CalFomia - Health and Human Senices Agency Calfomis Department of Putic Healm

DIAGNOSIS FORM

This form must be completed and signad.bv a physician or a licersz@iealth care provider.

I. Patient Information

Applicant’s Name (First, MI, Last) Date of Birth (mm/ddiyyyy)
/ !

Does this patient have HIV infection? O Yes O No

Il. Physician Information
Physician Name:

Address (Number, Street, Suite #) City

Telephone Number Fax Number

Please note that the information on this form is in accordance with the Ryan White HIV/AIDS Treatment
and Modemization Act of 2009 and is required by the Califomia Department of Public Health (CDPH}),
Office of AIDS (OA), Insurance Assistance Section (1AS).

| certify that the information provided on this form is true and comrect to the best of my knowledge.

Licensed Health Care Provider Name (Printed) License Mumber

Licensed Health Care Provider (Signature)




2. Diagnosis Form

Used to verify HIV/AIDS diagnosis

l This/ oM MUStes~—~=n=.ond sianed by a physician or a licensed health care provider.

|. Patient Information
Applicant's Name (First, MI, Last) Date of Birth (mm/dd/yyyy)
! /

Does this patient have HIV infection? O Yes O No

1l. Physician Information
Physician Name:

Telephone Number Fax Number

Please note that e s auun on this 1orm IS IN dtuunuen o2t the Ryan White HIVIAIDS Treatment
and Mag'fiizaton Act of 2009 and is required by the California Deparu.iiatof Public Health (CDPH),
Zuice of AIDS (OA), Insurance Assistance Section (IAS).

| certify that the information provided on this form is true and correct to the best of my know.adge.

Licensed Health Care Provider Name (Printed) License Number

Licensed Health Care Provider (Signature)

Must be signed by a licensed health care provider
* Provider must input his/her license number




FINANCIAL ELIGIBILITY FORM

Date of Birth (mm/dd/yyyy) Mother's Maiden Name
/ !
Marital Status Household Size (Please include applicant in
O Single O Married O Registered Domestic Partner O Other. this number’

Applicants who have an adjusted g income at or below $50,000 need only to submit their income information and
documentation. Applicants with income abo ve $50,000 must also submit their spouse’s income and documentation. Income
eligil will be based on half the

jjusted gross income as stated o cant's federal or state income tax retum:
Applicants Income Spouse’s Income Total Adjusted Gross Income $

Applicants without a tax refurn must identify all sources of income and provide the ameunts from the applicant's and if

applicable spouse’s income documentation. If income is not reported as an annual amount, annualize the income (i.e., weekly

income x 52)

Source of Income Please check all How much How often is Gross Annual
income/money is income/money Household
received?

)
[ State Disabity ncome (o) || A A A A R
| General Assistance/GeneralReliet | [ [ [ [ ] [ ]
| Private Disabiity | ] - r ]
______—
______—
Veteran's Administration (VA)
Benefits

[Aimony ] ]
Total Gross Income _

Idel the income documentation provided by checking all that apply:

0O Federal Income Tax Return® O Disability Award Letter O Benefit Receipt or Check Stub™

0O California State Tax Return® O Support Verification Affidavit O Pay Stub™

O W-2 or 1089 Tax Form 0O Self-Employment Affidavit O Bank Statement** (clearly states income source)
* Copies of Schedule C, W-2 or 1099 tax forms must be included with tax return documents.

** Must provide documentation for 3 current consecutive months.

Please note that the information on this form is in accordance with the Ryan White HIV/AIDS Treatment and Modernization Act
of 2009 and is required by the California Depariment of Public Health PH), Office of AIDS (OA), Insurance Assistance
Section.

| certify that the answers | have given in this form and the documents provided are true and correct to the best of my
knowledge. | understand that failure to provide accurate information may result in termination of insurance premium
assistance. | also understand that CDPH/OA staff are pemmitted to request additional income verification if income reported
appears to be inconsistent or incorrect.




3. Financial Eligibility Form

If client earns fless than $50,000...

* ...only submit client income information and
documentation

Applicants who have an adjusted gross income at or below $50,000 need only to submit their income information and
documentation. Applicants with income above $50,000 must also submit their spouse’s income and documentation. Income
eligibility will be based on half the combined income.

Adjusted gross income as stated on applicant's federal or state income tax retum:

Applicants Income Spouse's Income Total Adjusted Gross Income $

Applicants without a tax retum must identify all sources of income and provide the amounts from the applicant's and if
applicable spouse’s income documentation. If income is not reported as an annual amount, annualize the income (i.e., weekly
income x 52)

If client earns mere than $50,000

e ...must include spouse’s or registered domestic partner’s
income as well if applicable

* Eligibility will be based on half the combined income




3. Financial Eligibility Form

If no tax form submitted, fill out and provide
documentation:

v The total amount received from each income source
v Frequency monies are received
v Annualized amount for each income source

Applicants without a tax retum must identify all sources of income and provide the amounts from the applicant’s and if
applicable spouse’s income documentation. If income is not reported as an annual amount, annualize the income (i.e., weekly
income x 52)

Source of Income Please check all How much How often is ¥ Gross Annual
that apply income/money is income/money Household
received? received? Income
(i.e., weekKly, monthly)
(Appicart | Spouse ]

En'ill ment

___

SSIH"::‘::A

Social Security Disability Insurance
(SSDI; J

__

Vuteran 5 Admlmstratu n NAJ
Benefits

_
]
]
-
]
-
]
]
]
-
]
-
]
I

—
I
I
I
I
I
I
I
I
I
I
-
I
]

—
]
I
-
]
I
I
]
]
I
I
-
]
I
E

Total Gross Income




3. Financial Eligibility Form

Must provide:
e Supporting documentation for Income source.

r Identify the income documentation provided by checking all that apply:

O Federal Income Tax Return* O Disability Award Letter O Benefit Receipt or Check Stub**

0O California State Tax Return® 0O Support Verification Affidavit O Pay Stub™

0O W-2 or 1099 Tax Form O Self-Employment Affidavit 0O Bank Statement™ (clearly states income source)
* Copies of Schedule C, W-2 or 1099 tax forms must be included with tax return doecuments.

** Must provide documentation for 3 current consecutive months.

of 2009 and is required by the Califormia Department of Public Health {C:DPH], Office of AIDS (OA), Insurance Assistance
Section.

| certify that the answers | have given in this form and the documents provided are true and correct to the best of my
knowledge. | understand that failure to provide accurate information may result in termination of insurance premium
assistance. | also understand that CDPH/OA staff are permitied to request additional income verification if income reported
appears to be inconsistent or incorrect.

icant’s Signature
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SUPPORT VERIFICATION AFFIDAVIT

The following information is required for applicants who are being supported by another individual/agency,
or who are homeless and unable to provide proof of income or re

|. Applicant Information

Applicant's Name (First, MI, Last) Mother's Maiden Name
Home Address (Number, Street, Apt #) e i

Telephone Number (Home) Telephone Number (Alternate)
0O Check here if currently eless

named above receives the following from m:
O uUb O Food sh

| expect to continue to provide these items until:
relationship to the person named above is:

Please note that the information on this form is in accordance with the Ryan White HIV/AIDS Treatment and Modemization Act
of 2009 and is required by the Califonia Department of Public Health (CDPH), Office of AIDS (OA), Insurance Assistance
Section (IAS).

| certify that the information provided on this form is true and correct to the best of my knowledge.
Printed Support Provider's Name

Signature of Support Provider
is to be completed by the agency representative of an agency that provides support
and who is able to verify the client’s living situation

The above named person receives the following services from this agency:
0O Shelter O Social services 0O Other

| certify that the above named person is (check all that apply) - O Homeless with no source of income,
O Homeless, but a resident of Califor L O T

Agency Telephone Number Agency Fax Number




2tigd 4. Support Verification Affidavit

Must be submitted by clients who receive financial
assist or are homeless

~

The following information is required for applicants who are being supported by another individual/agency,
or who are homeless and unable to provide proof of income or residency.

I. Applicant Information

Applicant's Name (First, MI, Last) Date of Birth (mm/dd/yyyy) Mother's Maiden Name
Home Address (Number, Street, Apt #) C : Zip Code
City

Mailing Address (if different than home) _ Zip Code
Telephone Number (Home): Telephone Number (Alternate):

named above receives the following from me:
O Housing O Utilities O Food

| expect to continue to provide these items until:

relationship to the person named above is:

Please note that the information on this form is in accordance with the Ryan White HIV/AIDS Treatment and Modemization Act
of 2009 and is required by the California Department of Public Health (CDPH), Office of AIDS (OA), Insurance Assistance
Section (IAS).

| certify that the information provided on this form is true and correct to the best of my knowledge.

Printed Support Provider's Name

Signature of Support Provider




2tigd 4. Support Verification Affidavit

State of California — Health and Hurman Services Agency Califomia Deparment of Public Health

SUPPORT VERIFICATION AFFIDAVIT

The following information is required for applicants whe are being supported by another individual/agency,
or who are homeless and unable to provide proof of income or residency.

S e Ct i o n I I._Applicant Information

* Client must complete —

Telephone Number (Home): Telephone Number (Alternate):

|2Check here if currently homeless
'h

the following information is to be completed by any individual who is providing support to the applicam._|

Section |l -

The applicant named above receives the followi
O Hou au

® Client’s support entity must | expect to continue to provide these items until:

relationship to the person named above is:

C O m | ete Please note that the information on this form is in accordance with the Ryan White HIV/AIDS Treatment and Modemization Act
of 2009 and is required by the California Department of Public Health (CDPH), Office of AIDS (OA), Insurance Assistance
Section (IAS).

o Individual/homeless Shelter | certify that the information provided on this form is true and comrect to the best of my knowledge.
representative Prnted SupportProvaers hame

ignature of Support Provider Date |
+he following section is to be completed by the agency representative of an agency that provides support
and who is able to verify the client’s living situation

- The above named person receives the following services from this agency:
e Ct ion O Shelter O Socal services O Other

| certify that the above named person is (check all that apply) : O Homeless with no source of income,
O Homeless, but a resident of California, O Other—

Ve comsleits e

Agency Address (Number,

Agency Telephone Number Agency Fax Number



formia = Health and Human Sardces Agency Califomia Department of Public Hejt

SELF-EMPLOYMENT AFFIDAVIT

This form is to be completed by self-employed applicants who are unable to provide tax records and/or pay

iden Mame

| am self-employed. | have listed my total eamings for the past three months from
present as follows: Month/Year

Month/ Y ear Type of Work Monthly Income
5

Month/Y ear Type of Work Monthly Income:
$

Month/Year Type of Work Monthly Income
$

Total (sum of the three months listed) Estimated Total Gross Income (multiply total by four)
% $

Please note that the information on this form is in accordance with the Ryan White HIV/AIDS Treatment and
Modermization Act of 2009 and is required by the California Department of Public Health (CDPH), Office of AIDS
(OA), Insurance Assistance Section.

| certify that the information on this form is true and correct to the best of my knowledge. | understand that failure
to provide accurate information may result in termination of insurance premium assistance. Furthermore, | agree to
immediately notify the Insurance Assistance Sechtion of any changes in my annual income.

Applicant's Signature




5. Self-Employment Affidavit

Must be completed by clients who are self-employed
and are unable to provide pay stubs or tax records.

State of California — Health and Human Services Agency California Department of Public He

SELF-EMPLOYMENT AFFIDAVIT

This form is to be pleted by self-employed applicants who are unable to provide tax records and/or pay
A stubs to establish annual income.
ate of Birth (mm/ ) Mother's Maiden Name

f-employed. | have listed my total earnings for the past three months from
as follows: nth/Year

Month/Year Type of Work Meonthly Income
$
Month/Year Type of Work Monthly Income
$

Month/Year Type of Work Monthly Income
$

/Yea Y (o]

otal n of the th M s | ) In

e that the information on this form is in ordance with the Ryan Whi IDS Treatment and
Modemization Act of 2009 and is required by the California Department of Public Health (CDPH), Office of AIDS
(OA), Insurance Assistance Section.
| certify that the information on this form is true and correct to the best of my knowledge. | understand that failure
to provide accurate information may result in termination of rance premium assistance. Furthermare, | agree to
immediately notify the Insurance Assistance Section of any changes in my annual income.

Applicant's Signature




6. Public Assistance
Screening Form

tifte of Califomnia — Health and Human Services Agency Califomia Department of Public Healt

PUBLIC ASSISTANCE SCREENING FORM

nformation may delay

Mother's Maiden Name

applicant recently applied for Medi-Call OYes DOMNo Ifyes, Date
Type of proof attached: Status: O Denied O Pending
Was applicant referred to apply: O Yes O No If yes, referral date
If not referred to apply for Medi-Cal, select the specific reason and indicate the documentation provided to
support the Medi-Cal non-referral reason:
O Disability Denial O Excess Assets OEmployed O Receiving Unemployment O Ineligible Immigrant
Medi-Cal non-referral proof:
O Medi I, SSDI disability denial letter O Exc 5 assets documentation
O Employment income documentation O Unemployment insurance documentation O Other

Il. Medicare Screening

Does applicant currently receive Medicare?

O Yes O No

Will the applicant qualify for Medicare in the next 12 months?

O Yes O No

Is the applicant currently receiving income from Social Security Disability Insurance (SSDI)?
O Yes O No

Ill. Veteran's Administration (VA) Screening

Is applicant eligible for Veteran's Administration (VA) health care benefits?

O Yes O No

Is applicant able to access health care services and prescription medications through the VA system?
O Yes O No If no explain here:

Please note that the information on this form is in accordance with the Ryan White HIV/AIDS Treatment
and Modernization Act of 2009 and is required by the Califorma Department of Public Health (CDPH),
Office of AIDS (OA), Insurance Assistance Section.

| certify that the information on this form is true and correct to the best of my knowledge. | understand
that failure to provide accurate information may result in termination of insurance premium assistance.

Applicant’s Signature




6. Public Assistance
Screening Form

State of California - Health and Human Services Agency California Department of Public Health

PUBLIC ASSISTANCE SCREENING FORM

P u r p O s e s Of FO r m Please print clearly and answer all questions. Failure to provide complete information may delay

processing of your application and receiving insurance premium assistance.

Applicant's Name (First, MI, Last) Date of Birth (mm/dd/yyyy) | Mother's Maiden Name

OYes ONo _ If yes, Date:

Clients must apply for |[EEEEEEESS Sove. B erics ™ Boen

Q Q If not referred to apply for Medi-Cal, select the specific reason and indicate the documentation provided to
p u b | I C h e a It h a S S I Sta n Ce support the Medi-Cal non-referral reason:
0O Disability Denial O Excess Assets OEmployed O Receiving Unemployment O Ineligible Immigrant
Medi-Cal non-referral proof:

'f t h I S =0 b I 0O Medi-Cal, SSI, SSDI disability denial letter 0 Excess assets documentation
I ey a re e Igl e O Employment income documentation O Unemployment insurance documentation O Other
Il. Medicare Screening § O]

E———— — ceive Medicare?

O Yes O No

Will the applicant qualify for Medicare in the next 12 months?

O Yes O No

Is the applicant currently receiving income from Social Security Disability Insurance (SSDI)?

Ill. Veteran's Administration (VA) Screening
P e . 1) health care benefits?

O Yes

O Is applicant able to access health care services and prescription medications through the VA system?
The Oftice of AIDS must |2

Please note that the information on this form is in accordance with the Ryan White HIV/AIDS Treatment
and Modemization Act of 2009 and is required by the California Department of Public Health (CDPH),

ens ure t h at it i S t h e Office of AIDS (OA), Insurance Assistance Section.

| certify that the information on this form is true and correct to the best of my knowledge. | understand

p a y e r Of | a St r e S O rt that failure to provide accurate information may result in termination of insurance premium assistance.
L

Applicant’s Signature



6. Public Assistance
Screening Form

State of California - Health and Human Services Agency California Department of Public Health

Cl ie nt m u St S u b m it PUBLIC ASSISTANCE SCREENING FORM

. Please print clearly and answer all questions. Failure to provide complete information may delay
[ ) P r‘o Of t h ey a p p I I e d fo r processing of your application and receiving insurance premium assistance.
Applicant's Name (First, MI, Last) Date of Birth (mm/dd/yyyy) | Mother's Maiden Name
o . . I R R S
Medi-Cal within 30 days
Has applicant recently applied for Medi-Cal: O Yes

of submitting application |

o a a If not referred to apply for Medi-Cal, select the specific reason and indicate the documentation provided to
o M d — C I d t m t support the Medi-Cal non-referral reason:
e I a e e r I n a I O n O Disability Denial O Excess Assets OEmployed O Receiving Unemployment O Ineligible Immigrant

Medi-Cal non-referral proof:
0O Medi-Cal, SSI, SSDI disability denial letter O Excess assets documentation

d O C U m e n ts W i t h i n 1 5 0 O Employment income documentation O Unemployment insurance documentation O Other
. . Il. Medicare Screening

days of submitting -

application

Will the applicant qualify for Medicare in the next 12 months?
O Yes O No
Is the applicant currently receiving income from Social Security Disability Insurance (S

b=
|. Veteran's Administration (VA) Screening

IS applicant eligible for Veteran's Administration (VA) health care benefits?
O Yes O No

E n ro I I e d M e d i Ca re C I i e n t (4 Ea}(p!e[)slicantable to ageﬁg I':'eglcl’heia::iser{;?s and prescription medications through the VA system?

[ [ Please note that the information on this form is in accordance with the Ryan White HIV/AIDS Treatment
a r e not e I ' ' b I e fo r and Modemization Act of 2009 and is required by the California Department of Public Health (CDPH),
Office of AIDS (OA), Insurance Assistance Section.

O A H I P P | certify that the information on this form is true and correct to the best of my knowledge. | understand

that failure to provide accurate information may result in termination of insurance premium assistance.

Applicant’s Signature




7. Insurance Assistance
Consent Form

INSURANCE ASSISTANCE SECTION
CONSENT FORM

Consent to Participate and Consent fo Release Personal and Medical Information Client Eligibility

Insurance Assistance Section (IAS) is administered by the Califomia Department of Public Health
{CDPH), Office of AIDS (OA) to provide health insurance premium payment assistance fo low-income
individuals living with human immunodeficiency virus (HIV). Individuals applying for IAS services must
meet eligibility standards. Services are only available to individuals living with HIV/AIDS who reside in
Califonia, are at least 18 years old, and have a federal adjusted gross income below $50,000. To verify
eligibility for this program, CDPH, or its agents may be required to obiain personal information from other
agencies or health care providers. If you agree to take part in 1AS, the enrolling agency will collect
personal information inclu our name, date of birth, address, Social Security Number, medical
history, and financial eligibility for the program. The information will be considered confidential, but may
be released to health care providers, and CDPH staff, for the sole purpose of administering the program.
Information that you provide for your application may be made available to your local health department
for statistical and research purposes. This information includes, but is not limited to, gender, ethnicity, zip
code, diagnosis status, and date of birth. This information may also be used for research and
professional writings under strict assurances that all identifying information including name and Social
Security Number is deleted. Any professional or research reports that may be published will not use your
name nor any personal identifying information. Confidentiality agreements are in place, which keep client
information confidential except with specific client consent or as otherwise allowed by law.

1, , consent to release of personal and medical information as
described above to CDPH, other health care professionals who provide services to me, and other
govemmental or public agencies as necessary to determine my eligibility for IAS services. This consent
shall remain in effect for two years from the date of my signature below unless revoked by me in writing.
A photocopy of the authorization shall be considered as valid as the original. All laws regarding
confidentiality of any and all information provided shall be strictly adhered at all times. Any disclosure
authorized by the consent form shall be made only upon agreement that the information will be kept
confidential.

Applicant's Signature Date

Enroliment Worker's Name Date

Enroliment Worker's Signature Date

Agency Name Agency Representative Agency Telephone Number




7. Insurance Assistance
Consent Form

INSURANCE ASSISTANCE SECTION

Allows CDPH to release client

Consent to Participate and Consent to Release Personal and Medical Information Client Eligibility

d e m O g ra p h i C i n fo r m at i O n fo r pee Assistance Section (IAS) is administered by the Califomia Department of Public Health

fice of AIDS (OA) to provide health insurance premium payment assistance to low-
. . . g with human immunodeficiency virus (HIV). Individuals applying for 1AS services must
a d m I n I St r at IV e a n d / O r tandards. Services are only available to individuals living with HIV/AIDS who reside in
alifo least 18 years old, and have a federal adjusted gross income below $50,000. To verify
i program, COPH, or its agents may be required to obtain personal information from other
agencied care providers. If you agree to take part in 1AS, the enrolling agency will collect
r‘e S e a rc h r‘e I a t e d p u r‘ p O S e S erson: ion including your name, date of birth, address, Social Security Number, medical
. i ial eligibility for the program. The information will be considered confidential, but may
e releag alth care providers, and CDPH staff, for the sole purpose of administering the program.
ou provide for your application may be made available to your local health department
research purposes. This information includes, but is not limited to, gender, ethnicity, zip
tatus, and date of birth. This information may also be used for research and
Lgs under strict assurances that all identifying information including name and Social
Oeleted. Any professional or research reports that may be published will not use your
sonal identifying information. Confidentiality agreements are in place, which keep client
fidential except with specific client consent or as otherwise allowed by law.

1, . consent to release of personal and medical information as
described above to CDPH, other health care pr onals who provide services to me, and other
govemmental or public agencies as necessary to determine my eligibility for IAS services. This consent
shall remain in effect for two years from the date of my signature below unless revoked by me in writing.
A photocopy of the authorization shall be considered as valid as the original. All laws regarding
confidentiality of any and all information provided shall be strictly adhered at all times. Any disclosure
authorized by the consent form shall be made only upon agreement that the information will be kept
confidential.

Must be signed by the client
and Enrollment Worker opcants Sgrawe

Enroliment Worker's Name




tate of Calfomis - Heath andihman Sectoes & oene

CLIENT REPORT FORM

Date of Birth {mm/ddfyyyy) Mother's Maiden Name
! !
Race/Ethnicity {Check all that apply):

1 White, non-Hispanic [1 Hispanic/Latino
[ African Al can (non-Hispanic) 0 Mexican/Mexican American
smerican/Black 01 Cuban
0 Caribbean, not Puerto Rican or Cuban 01 Puerto Rican
01 African/Black 0 Central Am n
01 Asian/Pacific Islander [ South American
[1 East Asian [l Spani
01 South Asian 0 Other
O Southeast Asian 1 American Indian, Aleutian, Native Alaskan, Eskimo
01 Pacific Islander 01 Unknown or declined
[ Other

Gender:
O Male [l Transgender Male to Female
1 Female [l Transgender Female to Male

HIV Diagnosis: OHIY 0 AIDS 0O Disabled due to HIV/AIDS 0O Disabled due to o Mot Disabled

Income: Household Menthly Income MNumber of Persons in Household

m Allcl |ent level data for Ryan White Program services managed through the California Department c.f Public Health, Office of
re enterr-d into the AIDS Regional Information and Evaluati n RIES a highly secure,

d client management s E i a single peint of entry for clients
and allows for coordination of client servic among providers. ARIES is intended to enhance servic y clients by helping
providers automate, plan, manage, and report on client services. At provider i nts sign an ARIES consent form
choosing whether or not to share their |nfom'|a n with other agencies they vices from; this “sharing” allows clients to
receive services from additional AR \ i w of their doctor's letter, proof of income, and/or
living situation to each agency. ARI i | nts and help ensure quick a to needed
sendices.

If a person ONLY es health nsurance Assistance Program, then th
erzonal information in ARIES will . However, should an approved IA
visit another ARIES provider, the client ml i ARIES ) choose whether or not to share
their ARIES data.
® |f a person is receiving care services other than health rance premium a:
a “share client” at the time of their Ith insurance premium assistance enroliment, their share status will remain a
and not be changed to “non-shal
B | understand that
local health deparime £
reporting, program monitoring, statistical analysis, and research
demog raphlc financial, and service information.
ent remains in effect for ﬂ'\ree (3) years from the date | sign this form, unless | change my share
status before that date by signing a new ARIES Con: Share/MNon-share Conzent Form.
m | certify that the answers | have given in this form are true and correct to the best of my knowledge.

ant's Signature




State of Calfomia - HEah and Human Senvices Agency

Allows CDPH to collect
client demographic

Applicant's Name (First M1 | ast)

Race/Ethnicity (Check all that apply):
1 White, non-Hispanic
01 African American (non-Hispanic)

CLIENT REFORT FORM

Date of Birth (mmi/ddhnny)
I !

Maiden Name

[ Hispanic/Latino
01 Mexican/Mexican American

01 African American/Black 0 Cuban
e e (1 Caribbean, not Puerto Rican or Cuban 1 Puerto Rican
I n O r I I I a t I O n 1 African/Black [ Central American
01 Asian/Pacific Islander [ South American
1 East Asian [ Spanish
0 South Asian 0 Other
I 11 Southeast Asian 1 American Indian, Aleutian, Native Alaskan, Eskimo
® e n e r 0 Pacific Islander 01 Unknown or declined

0 Other,

Gender:

01 Male 1 Transgender Male to Female

(1 Female 11 Transgender Female to Male

HIV Diagnosis: O HIV [0 AIDS (1 Disabled due to HIV/AIDS ) Disabled due to.

* Household Income

s Not Disabled
Number of Persons in Household

Income: Household Monthly Income
Receiving Public Assistance (other than Medi-Cal):

. .
[ ) H IV Dla n OSIS 0 Ssi 0 SDI [ SSDI ) General Assistance 0 Other
= Please note that the information on this form is in accordance with the Ryan White HIV/AIDS Treatment and Modernizatigh

Antof 2009 and is required by the Califomia Department of Public Health (CDPH), Office of AIDS (OA), Insurance Assisifiice
Section (IAS).

m All client-level data for Ryan White Program services managed through the California Depariment of Public Health, Office of
AIDS (DA) are entered into the AIDS Regional Information and Evaluation System (ARIES). ARIES is a highly secure,
confidential, customized, Web-based, centralized client management system that provides a single point of entry for clients
and allows for coordination of client services among providers. ARIES is intended to enhance services to clients by helping
providers automate, plan, manage, and report on client services. At provider sites, clients sign an ARIES consent form
choosing whether or not to share their information with other agencies they seek services from; this *sharing” allows clients to
receive services from additional ARIES providers without having to carmy a copy of their doctor's letter, proof of income, and/or
living situation to each agency. ARIES is designed io save time for the clients and help ensure quick access o needed
services.

If a person ONLY receives health insurance premium assistance through the Insurance Assistance Program, then their
personal information in ARIES will NOT be shared with any other ARIES providers. However, should an approved |AS client
visit another ARIES provider, the client will sign an ARIES consent form at that agency and choose whether or not to share
their ARIES data.

m If a person is receiving care services other than health insurance premium assistance and is already entered into ARIES as
a “share client” at the time of their health insurance premium assistance enroliment, their share status will remain as “share”
and not be changed 1o "non-share.”

®m | understand that as a condition of receiving services, | consent that my ARIES information may be made available to my
local health department, to local fiscal agents who fund the services | receive, and to OA for mandated care and treatment
reporting, program monitoring, statistical analysis, and research activities. This data includes, but is not limited to,
demaographic, financial, and service information.

® | understand that this consent remains in effect for three (3) years from the date | sign this form, uniess | change my share

status hefore that date by sioning a new ARIES Consent Share/Man shars Consent Fom

® | certify that the answers | have given in this form are true and cormrect to the best of my knowledge.

* Public Assistance

Must be signed by
applicant I

Applicant's Signature
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Application Processing

Warning
Scaffolding
incomplete

* Complete vs. incomplete

* Approved vs. denied




Contact Information

Direct all inquiries to and to your analyst

Analysts are assigned to clients by client’s last name.
° A-L
* Jim Sviben:
* M-O
* Benita White:
* P-Q
* Jill Young:
* R-S, PRC
e Kathy Whitaker:
¢ T-Z
e Justine Blanco:
e Or fax to (916) 449-5860.



mailto:ias@cdph.ca.gov
mailto:jim.sviben@cdph.ca.gov
mailto:benita.white@cdph.ca.gov
mailto:jill.young@cdph.ca.gov
mailto:kathy.whitaker@cdph.ca.gov
mailto:justine.blanco@cdph.ca.gov

Incomplete Applications

* You should ensure that all forms have
been filled out correctly and include
all supporting documentation before . ] N
sending to OA Ctom o — &

* |f application packet is incomplete,
the assigned analyst will contact and
work with you to resolve the issue

* Incomplete applications may delay
the client’s approval




Approved Applications

* Letter is sent to you and the
health insurance provider
stating that the client has been
approved for OA-HIPP.

* Quarterly payment is sent to
provider with the letter.

* Retroactive payment up to four
months is available!!!




Denied Applications

* A letter explaining the reason
for OA-HIPP denial is
immediately sent to you.

* Client may be eligible for
OA-PCIP




The preferred mechanism for enrollment
into OA-HIPP is through the enrollment
worker

Clients can apply directly to OA

Applications are available for download
at www.cdph.ca.gov/programs/aiads......

Clients can also call the OA hotline at
800.367.2467 for technical assistance

Assigned OA analyst will function as an
Enrollment Worker and help the client
enroll



http://www.cdph.ca.gov/programs/aids

New Enrollment Site

* |f you would like to become an
OA-HIPP enrollment site, simply:

* Email Richard Martin at
or call 916.449.5974

e Submit a Payee Data Record (provided by
Richard)

* Ensure that all staff who will be enrolling clients
into OA-HIPP complete this training



mailto:richard.martin@cdph.ca.gov

MEARI Payments

* Month End Agency Reimbursement Invoices:

* S25 Incentive paid biannually to Enrollment Sites
* For processing initial OA-HIPP applications

* For processing recertifications

* Incentive paid for each client application or
recertification




* To become an OA-HIPP Enrollment Worker:

* Complete this training

Complete anonymous survey at:

* Provide personal contact information through second
survey monkey link at:

* After your contact information is received, you will be
sent a short quiz and Confidentially Agreement by Jill
Young.

* Send completed quiz and signed Confidentiality
Agreement to Jill.

* Jill can be reached at or
916.449.5952 for technical assistance.

* Annual Recertification required

5 S/GNUP TO-DAY!

U.S Maritime Service

321 CHESTNUT ST. - PHILADELPHIA,PA.



http://www.surveymonkey.com/s/LVCRCVG
http://www.surveymonkey.com/s/BSBR2GS
mailto:jim.sviben@cdph.ca.gov

Decision Tree

* Tool to help you determine
what program(s) client may
be eligible for

* Included with applications
and program guidance



Is Client:
HIW +?

18+ years old?

Califarnia
Resident?
Meet ADAP

income criteria |

and DA-HIPP

Eligible to apply for ADAP

Does Clisnt currently Is Client lagally
have health care  p—MNo— | iyl in the US|
Insuranca?
Yas
Yes

s—

Is Client in jecpardy
of lesing their health
care Insurance?

OFFICE OF AIDS

Californion Departmeant of Public Health

Iz Client Medicare
eligible {dizablad
and/or over
65 yearsold)?

MNe

|

Iz Client Medi-Cal
eligibla?

l
!

—No—)@' toapply for ADAP and

OA-HIPP

Eligible to apply for ADAP and

Medi-Care Part D Program

Eligible to apply for ADAP and %
required to apply for Medi-Cal

Haz Client been without
health care insurance for
the last six months?

¥ s

Has Client obtained a
quote from a health care
insurance company?

Eligible to apply for ADAP
and either

OA-HIPR, or
QA-PCIP

No_’//EITglblu to apply for ADAP

\\ and OA-PCIF

l

No

'

Has Cliant obtained a
quete from a health care
insurance company?

MNe

C Eligible to apply far ADAP )

—Yas

Eligible to apply for ADAP and
OA-HIPP




questions




PCIP Training

* OA-PCIP Enrollment
Worker Training

Sessions will be W
conducted via

webinar on ! I
August 2, 3 & 11 AWO
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